PEDIATRIC NEW PATIENT HISTORY

NEW PATIENT HISTORY


	PATIENT NAME:                                                  SOCIAL SECURITY #:

PARENT(S) NAME(S):                                          BIRTHDATE:


	 EMAIL: 

	IN CASE OF EMERGENCY:

	1st Contact Name & relationship:
	

	Phone number:
	
	Alternate Number:

	2nd Contact Name & relationship:
	

	Phone number:
	 
	Alternate Number:

	SOCIAL HISTORY:

	Is the patient around second hand smoke in the home or car?    
	Yes /  No

	Who lives in the home?  
	Any pets? 

	What school/grade is he/she in?
	Any school problems? 

	MEDICAL HISTORY:

	MEDICATIONS/VITAMINS/SUPPLEMENTS:

	ALLERGIES: 

	SURGERIES OR ADMISSIONS TO THE HOSPITAL:  

	WHERE HAS HE/SHE GOTTEN PEDIATRIC CARE AND IMMUNIZATIONS:  

	FAMILY HISTORY:

Does the patient have any family history of the following diseases 
in his/her parents, brothers/sisters, or grandparents, or aunts/uncles? 

Which family member?  What side of the family?

Cancer 

Heart problems
Diabetes

Stroke

High Cholesterol

High Blood Pressure














